Complementary and alternative medicine (CAM) is popular with patients, yet how patients use CAM in relation to orthodox medicine (OM) is poorly understood.
INTRODUCTION
Complementary and alternative medicine (CAM) use is common in individuals with chronic health problems; 70-90% 1 of patients with arthritis and 50% with irritable bowel syndrome 2 use CAM. Push and pull factors explain this phenomenon. Push factors include the perceived failure 3 and adverse effects of orthodox medicine (OM), 3, 4 and dissatisfaction with its reliance on technology. 5 Pull factors include the perceived effectiveness of CAM, 3, [6] [7] [8] and belief that CAM offers a holistic 3, 8, 9 and patient-centred approach. 3, 10 The majority of patients who use CAM integrate its use with OM, 8, 11 but we know little about how patients manage chronic conditions when using both approaches. Recent data suggest that people use and integrate CAM in different ways, as an alternative to OM, as a supplement to OM, or as a non-medical treat. 12 Some studies have found CAM users are less adherent to prescribed OM, 4, 13 while others identified no such effect. [14] [15] [16] [17] No studies have specifically investigated how individuals use CAM and OM together, and the impact this may have. Given the widespread use of CAM in the UK, 18 potential safety issues, for example, drug-herb interaction 19 and the low rates of disclosure of CAM use to medical practitioners, 20 understanding this phenomenon is important. Therefore this qualitative study was conducted to identify how individuals with chronic illness use CAM and OM in relation to each other.
METHOD

Data collection
The study involved face-to-face, semi-structured interviews with patients who attended CAM practitioners in the UK (October 2006 to March 2009). CAM was defined using the National Center for Complementary and Alternative Medicine definition, 21 and participants attending practitioner-based therapies (over-the-counter medication was also described and analysed) in the south of England were interviewed. Participants were recruited from 20 practitioners within 11 UK clinics; nine were sole practitioners, the remainder worked within a practice. All CAM practitioners (medically and non-medically trained) worked in the private sector and provided at least one of: acupuncture, nutritional medicine, homeopathy, and herbal medicine (all nonmanipulative CAMs only; osteopathy and chiropractice were excluded as these are considered mainstream and not complementary therapies). 12 Inclusion criteria were: a medical diagnosis for at least 12 months with a non-terminal chronic condition, having been prescribed (but not necessarily taken) OM, and experiencing at least two CAM consultations over 3 months. Participants were selected to constitute a maximum variation sample based on: sex; use of practitioner-based CAM therapy; and consulting medical and non-medically trained CAM practitioners. Recruitment ceased when thematic saturation was reached and no new ways of using CAM/OM together could be identified.
Interviews were conducted in the participants' homes, lasted 30-90 minutes, and were audiorecorded and transcribed verbatim using pseudonyms to preserve anonymity. A topic guide, developed from the literature, was used flexibly; relevant issues raised by participants were explored in subsequent interviews. Open-ended questions probed participants' previous and current use of CAM and OM (Box 1).
Data analysis
All authors analysed the data using an inductive version of the framework approach, a structured methodology following five distinct but interconnected stages. 22 Emerging themes were verified against the original transcripts. Meetings between authors ensured a reflexive approach during data analysis and interpretation to manage this potential source of bias; emerging themes and the subsequent conceptual model were reviewed and revised by the team. This iterative process was aided by discussion and reflective feedback to identify biases, overstatements, and discrepancies in the analytical and interpretative phases, ensuring the final model was fully supported by the data.
RESULTS
Seventy-seven individuals volunteered to participate, 41 were eligible and 35 were selected; 27 were women. Participants were between 20 and 88 years, all were white. The majority were highly educated (for example, architect and teacher) and most self-funded their treatment, although three received health insurance support and six had experienced some CAM within the NHS. Participants had a range of chronic conditions (chronic fatigue syndrome, multiple sclerosis, musculoskeletal disorders, and eczema) lasting between 1 and 58 years, with many having conditions that had persisted for at least 10 years.
All participants had used either homeopathy or acupuncture and some form of nutritional medicine
How this fits in
Patients with chronic conditions are frequent users of complementary and alternative medicine (CAM) but little is understood about how patients integrate conventional medicine and CAM in the management of chronic illness. Communication between patients and doctors about CAM use is often poor. This study describes, for the first time, seven ways in which people with chronic medical conditions integrate CAM and conventional medicine. Patients using CAM do not stop using conventional medicine totally. The ways patients integrate these two systems are dynamic and changeable, and appear to be influenced by informed discussion with clinicians.
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• Can you tell me a little bit about your condition?
• Can you tell me what medications your GP or consultant has prescribed?
• What do you think about taking conventional medicines?
• Can you tell me a little about when you started using complementary medicine, for this illness and why this was?
• Have you ever spoken to your GP/hospital doctor about your use of complementary medicine?
• Have you ever spoken to your complementary medical practitioner about your conventional medicine use?
• 
The integration of OM and CAM in the management of chronic ill health
Seven themes or ways of using CAM and OM were identified, which were related to participants' experiences with and beliefs about OM and CAM ( Figure 1 ). They are described with illustrative quotes. Participants' names have been changed in the illustrative quotes to protect their anonymity.
Facilitating use: using CAM to maintain OM use CAM was used explicitly to counteract the sideeffects of OM, enabling participants to continue using OM. Facilitating use appeared to occur when participants either experienced or worried about OM side-effects but believed OM to be effective. The quotations from Amy and Sophie show how participants were unable or did not want to stop using OM because it was effective, despite its adverse sideeffects. CAM helped them manage these adverse reactions: 
Using OM to supplement long-term CAM use
This theme reflects the long-term use of CAM either to maintain health or wellbeing or to attempt to cure a condition, with OM being used for additional symptom control. Joseph managed his diarrhoea with CAM but used OM as his 'panic pill':
'I take that [CAM treatment] all the time and I top that up with Imodium ® [loperamide] when I think that I might have a difficult day.' (Joseph)
Participants who faced taking medication for life wanted alternative options which they hoped would treat the cause of their symptoms. Fiona, for example, was typical of this style of integration, describing how she used CAM to try and treat the underlying cause of her irritable bowel:
'I mean in my particular case with the irritable bowel I think it [her orthodox treatment] is just curing the symptoms, I don't think it really helps.'
And later in the interview: The defining characteristic of this theme is continued but variable use of OM for symptom relief. Some participants (Victoria) described how their need for symptomatic relief decreased because of their CAM treatment or an improved ability to cope with their health problems. This unexpected benefit of reducing OM was not the primary motivation for these participants using CAM:
'And you can cope better, so yeah, think, that's the big difference, is that, yes now I don't feel, unless it's absolutely necessary that I have to take a pain relief tablet.' (Victoria)
Using CAM to reduce OM use
Participants saw their OM intake as problematic because of associated side-effects, viewing CAM as potentially effective and as a means to reduce their OM intake. These participants still considered OM to be effective, using it for exacerbations of symptoms (as in the previous section, 'Using OM to supplement long-term CAM use'). Michael explained how he had managed to reduce his OM to the minimal dose, thus curtailing side-effects: Similarities were noted between using CAM to avoid OM use and using CAM to reduce OM use. Participants did not totally reject OM but avoided specific treatments for particular conditions when they became more convinced of using CAM, thus moving from using CAM to reduce OM to using CAM to avoid OM. Despite trying to avoid OM, use of OM investigations was almost always retained, as participants did not rely on CAM for diagnosis.
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Using CAM to replace OM
This theme describes participants using CAM as a sole intervention for a specific illness for which they perceived CAM to be effective, while continuing OM use for other problems. Patricia only used CAM for her migraines but OM for other conditions: 
'I think probably I felt I'd exhausted what I could get from my GP. So I think I exhausted that avenue first and knew really that ... I knew what was on offer and I knew that, really, what was on offer was good up to a point, but I suppose I felt wasn't really helping me in the way that I felt I needed help.' (Kelly)
'
Maximising symptom relief: joint use of CAM and OM
In this context, CAM and OM were used together to maximise symptom relief. For participants using CAM and OM in this pragmatic fashion, effectiveness was not specific to either healthcare system. Sandra had so much joint pain she would use anything that might be effective: Vera also demonstrated this pragmatic approach to maximising symptom relief for her arthritis of the spine; using one form of health care at one point, and switching to the other type the next:
'I don't think I use the paracetamol or conventional medicines in any different ways before I went to alternative but I use them [CAM treatment] as well as but I don't use more or less, I just use them if I find I need to have it for pain until I can get a relief from conventional medicine at the moment.' (Vera)
Returning to OM If CAM was ineffective, then participants rejected it and returned to using OM alone for that condition. For some, such as Amy, this was irrevocable and she was clear that she would not use CAM again for her condition: 
Beliefs and experiences shaping CAM and OM use in chronic conditions
Seven distinct ways of using CAM and OM were identified, and these were neither mutually exclusive nor static. The process of integrative care was dynamic and both condition and person dependent. Some participants only described one style, some reported changing CAM and OM use over time, and some used CAM and OM in multiple ways at the same time (often for different illnesses). Changes in participants' behaviour over time related to their treatment experiences, which either reinforced existing beliefs or inspired new beliefs. New beliefs could trigger a therapeutic re-evaluation, with participants starting to manage their care differently. Some beliefs were more important in shaping behaviour than others: for Dorothy and Tom, the perceived seriousness of their medical condition would always influence them to seek OM advice initially despite describing a clear preference for CAM:
'I think I would try the complementary medicine first and if that doesn't work I then go to my GP, unless it was something serious and then I'd go to the GP first, obviously, but if it was something that I thought complementary medicine could sort, then I'd try that first.' (Dorothy)
'We would tend to try and use natural remedies or just work our way through it. But anything serious, then obviously, if you need antibiotics or things like that, you have to go to your doctor to get those.' (Tom)
Factors that informed participants' beliefs and appeared to shape the way they managed their health through integrating OM/CAM are listed in Figure 1 . Most have been described in the study sample and also previously identified. However, practical issues, such as convenience and cost also influenced participants' behaviour, as did discussion with their clinicians. For example, Ryan preferred to use homeopathy but when his arthritic pain prevented him accessing homeopathic remedies he switched to orthodox painkillers: 
DISCUSSION
Summary of main findings
This is the first study to identify how individuals with a broad range of chronic benign conditions integrate CAM and OM, balancing the positive and negative aspects of each healthcare system thus creating an individualised approach enabling them to self-manage. The study identified seven different ways in which participants achieved this balance, describing how their CAM/OM use evolved as their beliefs changed and they experienced managing their illnesses with multiple treatments. Some participants reported switching between CAM and OM (and vice versa) because of lack of effectiveness, adverse side-effects, and delay in obtaining symptom relief or cost. Others also described the changing nature of decisions over time based upon their demands and experiences of CAM treatment. 6, [23] [24] [25] [26] [27] 
Strengths and limitations of the study
There are limitations to the study. The need for a conventional diagnoses and prescriptions for inclusion may have biased recruitment, as some people turn to CAM when their illness is not recognised, diagnosed, or amenable to OM. Some specific themes may have been identified because participants were recruited from private CAM rather than NHS clinics. However, participants did report experiences of ineffectual CAM treatments; consequently, this is unlikely to have confounded the analysis. These limitations are mitigated by a number of strengths. Saturation was reached and the population investigated reflects the e94 demography of typical CAM users. 18 Participants reported public-and private-sector CAM provision in both rural and urban settings, and sought treatment from a range of CAM practitioners with and without medical training; many also had experience of other CAM therapies.
Comparison with existing literature
There has been no direct research into how individuals use CAM and OM in relation to each other, but specific elements of the study model are supported by other research. First, the participants in this study reported their use and experience of using multiple CAM therapies alongside OM; other studies, as reported below, investigating CAM/OM use likewise report participants' use of multiple CAM therapies, and thus comparison between trials is relevant. Using CAM to control OM side-effects and hence facilitate ongoing OM use has been described in patients receiving chemotherapy for cancer, 28 and HIV. 29 Other studies have documented commonly held beliefs about the curative nature of CAM, 10, 30 and the role of OM in symptom relief. 31, 32 In the present study, some participants were also unexpectedly able to reduce their OM use when they perceived they no longer needed it. This welcome outcome helped them cope better with managing their illness; increased coping ability has previously been reported in the literature. 29, 33 Additionally, some participants reported beliefs that OM is orientated towards symptom relief.
Using CAM to reduce, avoid, and replace OM represents a continuum of decreasing OM use ranging from integrating CAM/OM as equally important elements of self-care, to prioritising CAM as the primary treatment. This shifting pattern of participants' beliefs was based on their positive CAM experiences, 6, 7 their perception of failure of OM, 8, 34 and adverse OM drug reactions. 3, 10, [35] [36] [37] Participants universally continued their OM use for other health problems. 7 The selection of CAM over OM did not reflect an ideological opposition to OM, 26 but suggests people manage their health by selecting and integrating elements of CAM/OM for their specific needs. This is consistent with the study of Vincent et al, 5 who suggested that while failure of OM may be a strong motive for initially seeking CAM, positive experiences of CAM become more important for subsequent treatment decisions. At the extreme of this continuum, using CAM to replace OM appears to be straightforward as it involves minimal negotiation between the two systems. It is particularly important to encourage such patients to disclose CAM use to OM practitioners, and vice versa, both to ensure safety and to allow the development of an informed and rational integrated treatment programme.
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SB Brien, FL Bishop, K Riggs, et al e95 'Returning to OM' is important, and has received little attention in the literature. It reminds us that patients continue to reflect on and evaluate their therapeutic experiences and almost never commit to a single treatment modality for life when they have chronic illness.
Implications for future research and clinical practice
The study model provides the foundations to build both a research and clinical strategy in relation to integrated health care in chronic illness. 38 Given the changeable nature of patients' decisions about their self-management, an ongoing and patient-centred dialogue between CAM and OM practitioners and patients is essential. Patients are often reluctant to disclose their CAM use, 39 and doctors equally do not initiate these discussions with their patients. [40] [41] [42] GPs may therefore have a unique opportunity to influence and guide their patient's self-management, as doctors' views about CAM appear to be important to patients. 43, 44 The present study model suggests that much CAM use results from either a perceived lack of effective OM or concerns about its adverse effects. Conversations with patients about both their CAM and OM use would be advantageous, allowing alterations of orthodox treatment regimes or use of CAM to support and sustain them. Clinicians are concerned about patients rejecting OM, but these findings confirm that although these participants may not have used OM for a particular condition, none totally abandoned OM. The authors believe their model offers valuable insight for both clinicians and researchers who want to understand how their patients integrate CAM and OM to manage their chronic illness. It opens up the possibility of an integrated, individualised, and constructive patient self-management strategy. 
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